Patient safety is the main goal of each hospital. Many steps can be taken to improve patient's safety by the healthcare system. This study aimed to increase awareness about medical error disclosure, which helps to decrease malpractice litigation. Two hundred physicians with different qualifications were asked to complete a questionnaire about medical error disclosure and its impact on the patient's safety and malpractice litigation. The studied group included doctors in different age groups, ranging from 25 to 60 years old.
Thirty-one percent of them reported that the main cause of medical errors is poor team design, followed by 27% blaming work pressure. Other causes of medical errors are due to human errors, and 49% were due to miscommunication with patients. Only 35.5% of doctors had the courage to disclose their errors. Most of them fear the negative reaction of patients' families and loss of reputation. Twenty-seven percent of physicians confirmed that it is the right of the patient to know about the error that took place but they did not know how to inform their patients about the error. Medical error disclosure is one of the most important steps towards achieving patient's trust in any healthcare institution. tients to know [11] [12] . After the occurrence of an error, doctors are so devastated and depressed by their mistakes that they may conceal them or defend themselves by shifting the blame to someone or something else or even blame the hospital itself [13] . Respect for patient autonomy is so important. Fidelity, beneficence, and non-malfeasance are all principles that orient reporting and disclosure policies.
Doctors might benefit from accepting the responsibility for errors, reporting them and discussing errors with colleagues, and disclosing errors to patients and apologizing to them [14] [15] . When doctors disclose an error, this might help decrease the litigation of malpractice.
This study aimed to collect preliminary data from different categories of doctors regarding 1) the causes of malpractice either due to human error and/or a management fault, 2) the importance of disclosure in preventing litigation from taking place and 3) the causes of fear from disclosure and how to overcome them.
Materials and Methods

Participants
This study was conducted on two-hundred practicing physicians in Assiut governorate, Egypt, from January to July 2016. The group of physicians involved residents, specialists, consultants and general administrators working in different specializations. The goal of recruiting physicians with different age groups and specialties was to obtain a baseline understanding of each group's attitudes about their action towards medical error disclosure and why they are sometimes hesitant to disclose the error. Consent was taken from all physicians who participated in the study before they filled in the questionnaire, and all participants provided oral and written consent.
Introduction
A medical error, defined as failure of a planned action to be fulfilled as intended [1] , does not include intentional action that can cause harm to the patient [2] . Stress in the medical working environment and the increase in workload in hospitals and in medical teams may lead to medical errors [3, 4] .
The first victims of medical errors are the patients; their lives can change dramatically after the occurrence of an error. The consequences of medical errors can be prolonged hospitalization, stress disorders, or even permanent infirmity [5] [6] [7] .
It is so important to distinguish between adverse events, medical errors, and negligence. Negligence is the failure to meet a standard level of care. Adverse events are injuries that can occur during the course of medical management.
Medical errors are the failure of planned action to be completed [1, [29] [30] [31] [32] .
Patients' awareness of medical errors has increased, and as a result, complaints and litigation have also increased dramatically [8] . Despite all the efforts to prevent the occurrence of medical errors, they still occur. Therefore, one of the main important components in a doctor-patient's relationship is deciding whether to tell the patient about what happened and how [9] .
Although there are no federal mandates obligating doctors to disclose medical errors, most states require that patients be informed about all outcomes, including unanticipated outcomes [10] . 
Questionnaire Contents and Administration
All physicians in the study were included with no exclusion criteria. They were selected randomly. The questionnaire assessed the opinion of doctors about the cause of medical error, their reaction towards medical error, non disclosure, and lastly wheteher disclosure is the best policy (Annex-1).
The questionnaire was judged to be completed and was included in the analysis if more than 50% of questions were answered. Questions with more than one selected answer were not included but were maintained in a separate multiple answer section. Analysis was done by using SPSS program (version 20).
Results
All returned questionnaires met the inclusion criteria. Figures-2 & 3 show the most common causes of malpractice mentioned by doctors in the questionnaire either related to the hospital system or due to human errors. They show that 31% of the causes related to the system were due to overwork (shift hours), and this was followed by 27% due to stress in work, 18% poor team design, and 11% due to miscommunication between the work team. Figure-3 shows the common causes of malpractice related to human errors. It was found that 49% of the human causes were due to miscommunication with patients, followed by 33% due to negligence in following up patients, 12% due to errors in diagnosis and/or treatment, and 6% due to poor skills. 
Figures-4 & 5 show the most common causes that make
doctors conceal or disclose medical errors, and why they hesitate to tell patients about the errors. The highest percent (24%) said they conceal errors due to fear of loss of reputation, followed by 17%, who said that they are not trained how to disclose errors. Sixteen parcent fear the negative reaction from patients' families, 13% highlighted the emotional impact of malpractice, 13% fear litigations cost, and 10% fear loss of the doctor-patient relationship. Although they fear loss of reputation and patient's reactions, Figure-4 shows the causes that convince them to disclose the error.
Twenty-seven percent of them said that it is the patient's right to know what happened even if there is litigation risk, 23% said that effective reporting and learning can make disclosure easy, 17% said that a good doctor-patient relationship can make disclosure easy, 12% stated that proper informed consent can make a doctor safe to disclose the error, and 8% of them stated that if patients know the error 
Discussion
Disclosure is a matter of debate. There is a debate be- According to the study questionnaire, the most common cause of malpractice (31%) was due to overwork, followed by 27% due to stress, and then 18% due to poor team design. Rare causes were due to poor goals (3%) such as putting the importance of money over patients, followed by poor equipment (5%) and lack of supervision. In addition, 49% were due to miscommunication with patients followed by 33% negligence. Bari et al., [16] in their research about causes of medical errors, highlight stress and fatigue due to long duty hours as the main cause of malpractice (66%). They also stated causes such as the lack of experience in treating physicians/doctors (52%) followed by deficient knowledge (40%), failure to recognize warning signs It is a cycle: personal distress and decreased empathy are associated with an increased risk of future errors.
Agreeing with the results of this study, Brennan et al., [19] in their study about incidence of adverse events and negligence in patients, found that 27.6% of these events were due to negligence; this was especially higher among the elderly physicians.
In this study, 64.5% of doctors said they would con- Fear of the law is one of the most common barriers to disclose medical errors [22] [23] . Crone et al. described that doctors' disclosure of medical errors encouraged truth rather than fear and reprimand [24] .
In this study, doctors had the opinion that the hospital management system can decrease the risk of malpractice.
39.1% of doctors said that the disclosure policies should be integrated into quality improvement programs, and 29.5%
of them encouraged hospitals to report serious medical errors to the monitoring agency. Twenty percent of them emphasized the need for training on how to disclose, and 11.4% of them advised that high risk procedures should take place in tertiary care hospitals.
Osmon et al. [25] concluded that institutions should develop formalized methods for reporting medical errors to improve patient care. Alduais et al. [26] also added that there are many barriers that prevent doctors from disclosure such as a lack of procedures for reporting errors to patients, fear of punishment, and lack of reporting. All of these can be avoided by improving the quality of doctors' training in how to report errors. Youngson [27] reported that there are many steps which can minimize the severity of reporting of medical errors: detection and documentation of the errors in due time, appropriate remedy of the errors, assessment of the circumstances surrounding the errors, performing a verbal and written apology with event details, and lastly analysis of the event.
Conclusion and Recommendations
The hospital quality management system should implement effective training programms for physicians in com-
